In a study of 59 infants aged 18 months there were 20 with joint hypermobility and delayed motor development, 19 with joint hypermobility and normal motor development, and 20 normal controls. They were reassessed for motor function 3 5 years later at the age of 5 years. Both gross and fine motor performance were significantly delayed in the group of children who exhibited joint hypermobility and motor delay in infancy. No significant delay was evident in those with joint hypermobility only. Joint hypermobility resolved more frequently in children who presented normal motor development at age 18 months.
The prevalence of joint hypermobility in infancy is about 17%.' Previous reports have indicated an association between joint hypermobility and early motor delay, even when no evidence for a neurological deficit is demonstrated.' 2 It has been further suggested that this phenomenon is of a benign nature and that most infants with joint hypermobility will demonstrate a motor catch up by the age of 3 years. 2 The aetiology of joint hypermobility, as well as the long term outcome of children with this entity, is unknown. Joint mobility can be determined by the structure of the joints and ligaments or by muscle tone. 3 Muscle tone in turn may be associated with various abnormalities, including those in the central nervous system such as mental retardation or cerebral palsy. 4 As fine motor function becomes increasingly sophisticated with age it was of particular interest to evaluate, in addition to gross motor achievement, the association between fine motor function and joint hypermobility in childhood.
The objective of the present study was twofold: (i) to assess prospectively the gross and fine motor proficiency of children who were identified as having joint hypermobility in infancy, either with or without motor delay, and (ii) to assess the association between joint hypermobility and motor function at the age of 5 years.
Subjectsr and methods Sixty children between the ages of 54 and 60 months (mean 57-3 months) with no known neurological, genetic, or cognitive problems, were evaluated. Each group of 20 children was randomly selected out of the following categories diagnosed at the age of 18 months: group A, joint hypermobility with gross motor delay (20 out of the original group of 35 children); group B, joint hypermobility with normal motor development (20 out of the original group of 25); and group C, normal joints and normal motor development (20 out of the originally diagnosed 90).
The criteria for joint hypermobility were as previously described.' After evaluation a skeletal deformity was found in one child in group B and he was excluded from the study. No significant differences in age (p<03), sex (p<05), or socioeconomic level (p<04) were found between the three groups. Mean (SD) age at enrolment in nursery school was comparable (24-8 (10-2) months) in the three groups (p<O0 14).
PROCEDURE
All children were evaluated by an experienced paediatric physiotherapist, who had not participated in the previous stages of the study and was not aware of the child's original diagnostic category. Ninety per cent reliability and 96% reproducibility of the joint assessment had been previously established.' In addition, before the present evaluation, interobserver reliability of 1-0 for the joint evaluation and 0 9 for the gross motor measures was established among the examining physiotherapist, another physiotherapist, and a developmental paediatrician. No attempt was made to differentiate among the different mechanisms resulting in joint hypermobility.
MEASURES
Gross motor performance was evaluated with the Hoskins-Squires test for gross motor and reflex development.5 The 14 items which pertained to the age range of 36 to 60 months were administered and coded as pass/fail. A child who failed to perform at least 50% of the items was coded as 'fail', and conversely a success rate of 50% or more was coded as 'pass'.
Fine motor development and visual motor integration were assessed with the following three tests: (i) block tower (from the Miller assessment for the preschool child6), (ii) the Bruininks-Oseretsky pegboard 'test,7 and (iii) the Beery-Buktenica visual-motor integration test.
A measure of parental perception of motor Tirosh,Jaffe, Marmur, Taub, Rosenberg proficiency was derived from nine items of a questionnaire designed specifically for the study (table 1) . The Conners' parent rating scale was administered in order to rule out the possible contribution of short attention span and/or hyperactivity to inadequate performance on the motor tests.9
One way analysis of variance and x2 tests were used for analysis as appropriate.
Results
The prevalence of gross motor dysfunction at age 5 years among the children of group A (joint hypermobility and motor delay in infancy) was significantly higher than in the other two groups (X2= 19 83, p<0003) ( This recommendation is supported by members of the nephrology team at the Children's Hospital, Birmingham.3 They have shown that in children with a good outcome the urine ratio of protein to creatinine steadily declined over the first year to less than 20 mg/mmol in 87% of cases, whereas in those with a poor outcome the ratio invariably remained high.
Children who have apparently recovered from haemolytic uraemic syndrome should have a check on their blood pressure and an early morning urine protein:creatinine ratio from time to time throughout childhood and adolescence. Those with a high protein:creatinine ratio should be followed up more carefully. It is, of course, essential, if you haven't already done so, to persuade your laboratory to use a method capable of measuring low urine protein concentrations. The method used in Birmingham is the Coomassie blue dye binding technique. ARCHIVIST 
